
Please complete this form to request a replacement CariCare card. Please submit this form 
along with proof of payment. 

Name of Insured: 

Group or Policy Number: 

Company Name (Group Plans only): 

Sagicor ID No (Group Plans only): 

Please list the persons whose cards are to be replaced: 

Name Relationship 

Reason for replacement: 

☐ Damaged ☐ Lost ☐ Stolen ☐ Other ________________________

Payments should be made at your closest Sagicor branch. 

Signature of Insured Date 

(Optional) Name of Plan Administrator (Block Letters)
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Application for CariCare Card Replacement

Signature of Plan Administrator

 Please complete in BLOCK LETTERS. Incomplete forms will not be processed.
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